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MucH work has been published on the subject of accommodation, 
but in spite of this many of the chief points still remain obscure. 
We are still ignorant of the relation of the contraction of the ciliary 
muscle to the increase of the refraction of the lens. Thus some 
ophthalmologists still consider that contraction of the ciliary muscle 
produces a shortening and stiffening of the suspensory ligament of 
the lens (zonule of Zinn), while the majority on the contrary believe 
that the suspensory ligament is relaxed by the contraction of this 
muscle and, as a result of its own elasticity, the lens alters in shape. 
But even if we accept this view, it is still an open question whether 
maximal contraction of the ciliary muscle is required to produce 
maximal accommodation. Donders, Landolt, Clarke and Duane, 
believe this to be the case ; thus it follows that, in their opinion, a. 
young person possessing 14 dioptres of accommodation has only to 
use a small amount of contraction of the ciliary muscle to increase 
his refraction by 1 dioptre, whereas a person who has reached an 
age at whch only 1 dioptre of accommodation is left has to use a 
maximal ciliary contraction to produce this effect. Fuchs and Hess, 
on the other hand, do not agree with this view. They consider that 





* Read before the Oxford Ophthalmological Congress, July 5, 1923. 
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the ciliary muscle can always contract much more than is necessary 
for maximal accommodation. Fuchs speaks of a physical and a 
physiological near-point. The physical near-point is the result of 
the accommodation as limited by a physical condition, the elasticity 
or flexibility of the crystalline lens. This is the normal near-point 
which steadily recedes with age because the elasticity of the lens and 
with it the physical accommodation steadily diminishes. The 
‘physiological near-point:is the point which could be reached if the 
accommodation was only limited by the contractibility of the ciliary 
muscle, a physiological condition. This physiological near-point 
could be reached if the lens was perfectly elastic so that each 
relaxation of the zonule of Zinn produced by the contraction of the 
ciliary muscle caused a change in the shape of the lens and so 
increased its refraction. We need not assume that this physio- 
logical near-point recedes with age. 

Hess thinks it possible that for every increase of one dioptre in 
refraction we need the same amount of increase in contraction of 
the ciliary muscle. Hess offers no proof of this assumption, but we 
will accept it for the moment and see if it is susceptible of proof. 
As the unit of ciliary muscle contraction we will take the amount 
necessary to raise the accommodation from 0 to 1 dioptre and call 
this unit a myodioptre. 

If Hess’s supposition is correct we need for an accommodation of 
8 dioptres a force of 8 myodioptres. Thus in Fig. 5 to reach the 
physical near-point we require a contraction of 10 myodioptres, 
while to reach the physiological near-point the whole force of 24 
myodioptres is needed. 

We are now faced with three open questions: 

(1) Is maximal contraction of the ciliary muscle necessary to 
produce maximal accommodation ? 

(2) Is the myodioptre a constant value ? 

(3) How strong is the force of the ciliary muscle expressed in 
myodioptres ? : 

To these three main questions we may add two subsidiary ones: 

(4) Is it possible to detect very slight paresis of the ciliary 
muscle ? : 

(5) Is it possible to draw curves indicating the paretic effect of 
various drugs on the ciliary muscle ? 

If we examine the accommodation by measurement of the physical 
near-point the muscle may be considerably weakened before any 
interference with accommodation can be detected. Thus in Fig. 1 
14 myodioptres of the ciliary muscle can be out of action (nearly three- 
fifths of the whole) before the uniocular near-point begins to recede. 
In older persons with less manifest accommodation a much greater 
amount of the muscle must be affected before the near-point recedes. 
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Since we do not at present possess a satisfactory method of 
determining slight paresis of the ciliary muscle we do not know the 
paralysing effect of many drugs, even those in daily use like cocain. 
If a drug only causes a partial paralysis of the ciliary muscle, as is 
the case with cocain, the near-point will not be altered so long as 
the paralysis is less than the latent ciliary muscle contraction and 
so the effect of such a drug on the ciliary muscle may pass 
unobserved. Thus, in the case of cocain, we find considerable 
divergence in the views held as to the amount of ciliary paralysis 
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produced by it. This divergence can be largely explained by 
individual conditions and the aifierent ages of the subjects. 

My assistant, Dr. Flieringa, and I have tried to solve these 
questions by careful study of the relative accommodations. 

As is well known there is a definite relation between convergence 
and accommodation so that an emmetrope, when fixing a near 
object, has to accommodate as many dioptres as he has metre angles 
to converge. 

In Fig. 1 the abscissae represent the convergence in metre angles 
and the ordinates the accommodation in dioptres. We can now join 
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all the points for which the number of metre angles is the same as 
the number of dioptres of accommodation by a straight line. If we 
take the linear measure for the metre angles on the same scale as 
that for the dioptres, this line will divide the right angle between 
abscissae and ordinates into two equal parts. This line is called the 
convergence line of Donders. If the relation between convergence 
and accommodation was an absolutely fixed one it would be 
impossible to see singly and distinctly at the same time any other 
points than those of the convergence line, but we know that this 
relation is not absolute. At every grade of convergence a certain 
amount of variation of accommodation is possible and similarly at 
every grade of accommodation the convergence can be varied to a 
certain degree. The accommodation ata fixed degree of conver- 
gence is termed the relative accommodation and the convergence at 
a fixed accommodation the relative convergence. The amount of 
relative convergence and relative accommodation can be increased by 
practice. Fig. 1 serves to illustrate the meaning of relative 
accommodation and convergence. Thus when the eyes are con- 
verging for 6 metre angles the accommodation may be raised from 6 
to 9 dioptres (A to B, Fig 1), and, with the same convergence, 6 
metre angles, lowered to 4 dioptres (A to C, Fig. 1). The former 
is known as the positive relative accommodation, the latter as the 
negative. The lines which connect respectively the relative near- 
and far-points in different degrees of convergence are called the 
relative near-point line (P, Fig. 1) and the relative far-point line 
(C, Fig. 1). Hess and others came to the conclusion that the relative 
accommodation has the same variation in every degree of conver- 
gence, as a rule, and that, consequently, the relative near- and far- 
poirit lines are straight lines parallel with the convergence line. 
Hess could only determine this in the region of manifest ciliary 
muscle contraction and assumed, but without any proof, that the 
lines may be lengthened in the region of latent ciliary muscle con- 
traction. _ This leads us to a sixth open question : 

(6) What is the course of the relative near- and far-point lines 
in the latent region of ciliary muscle contraction ? 

It is obvious that the near-point line for accommodation is the 
far-point line for convergence and vice versa. 

Our first observation was made with a modification of Hering’s 
haploscope to determine the near- and far-point lines. We then 
argued that since the observer in Fig. 1, when his eyes are con- 
verging for 6 metre angles, can produce a ciliary contraction of 9 
dioptres by maximal voluntary effort 1/9th of a metre is the relative 
near-point at a convergence of 6 metre angles. This near-point is 
a physiological near-point limited by the highest possible ciliary 
muscle contraction at this convergence. If the muscle is weakened 
in the slightest degree the same impulse will give a smaller 
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contraction which will be immediately detected by the recession of 
the relative near-point as the positive part of the relative accommo- 
dation will diminish. By this method we can detect even the 
smallest amount of ciliary muscle paresis provided that we know the 
relative accommodation of the subject beforehand. In this way we 
are able to solve question 4. Thus if we find in a case of ciliary 
paresis that when the eyes ate converging for 5 metre angles the 
maximal accommodation obtainable is 6 instead of 8 dioptres we 
may assume that only 6/8ths of the muscle are working and that 
the remaining 2/8ths are paralysed. This will only be true if the 
myodioptre has a constant value. We can control this by measure- 
ment of the relative near-point for various degrees of convergence in 
the same case. Thus, if in the case used above the eyes converge 
for 3 metre angles, the maximal contraction of the healthy muscle, 
6 myodioptres, should be reduced to 4.5 (4.5/6 = 1/4) and at 1 metre 
angle the corresponding figures should be 4 and 3 myodioptres. 
Any number of control distances may be used and if they all give 
the same amount of weakness of the ciliary muscle the myodioptre 
is proved to have a constant value (question 2). 

We are now in a position to deal with question 3, the value of the 
force of the ciliary muscle as expressed in myodioptres. This is 
done by using a mydriatic to procure partial paralysis of the ciliary 
muscle and measuring the amount of paralysis produced by the 
method just described. Let us assume we find the muscle to have lost 
just half its force. We then determine the uniocular near-point. If 
this is, as in Fig. 1, still at 10cm. then we may say that half the force 
of the muscle can produce 10 myodioptres and, consequently the 
total force of the muscle must be 20 or more myodioptres. Now 
let the mydriatic act further until the muscle has only one third of 
its force, if then the highest uniocular accommodation is found to be 
8 dioptres, one third of the muscle produces 8 myodioptres and, 
consequently the value of the unparalysed muscle must be 8 x 3, 24 
myodioptres. The results can be controlled by as many measure- 
ments as we like and, if these are found to correspond, we may 
consider the method a satisfactory one. In this way we can 
measure the total force of the ciliary muscle in myodioptres, obtain 
further proof of the constant value of the myodioptre, and deduce 
the fact that maximal contraction of the ciliary muscle is’ not 
required for maximal accommodation (questions 1 and 3). 

To trace the course of the accommodation near-point line in the 
latent part of the region of ciliary muscle contraction, certain points 
on this line may be determined as follows: 

Paralyse the ciliary muscle and determine the amount of 
paralysis by the method just described. Assuming this to be one 
half we then find the relative near-point (Fig. 1) for a convergence 
of 6 metre angles to be 4.5 instead of 9, and for a convergence of 7 
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metre angles to be 5 instead of 10. Thus if we do the same at a 
‘convergence of # metre angles and find a certain near-point with an 
accommodation of n dioptres we may say that the half paralysed 
muscle possesses n myodioptres and therefore the normal muscle 
would possess 2n myodioptres. The relative near-point of the 
normal muscle lies on the ordinate of m metre angles and the 
abscissa of 2n myodioptres. We can in this way determine as 
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many points on this line as we choose and control them by deter- 
mination of the points at different stages of paralysis. The deter- 
mination of the relative far-point line can be carried out in the same 
way (question 6). 

The last question we set out to answer, the possibility of 
describing a graph of the paralysing power of a drug (question 5) 
may be solved in the same way. The force of the normal ciliary 
muscle of the subject is first determined in the way already described. 
The drug to be tested, such as homatropin or cocain, is then 
instilled and the degree of paralysis measured at regular time 
intervals. Fig. 2 illustrates the method of tabulating the results. 
The ordinates correspond to myodioptres and the abscissae to the 




















ACCOMMODATION 103 


time intervals reckoned in minutes. If the ciliary muscle under 
observation has.a force of 24 myodioptres and for the first three 
minutes after instillation of the drug no paresis is detected the curve 
starts with a horizontal line. If three minutes later there is a loss 
of 1/12th of the force the point is marked at 22 myodioptres and so 
on. In this way the curve of Fig. 2 was obtained and from it we 
can determine whether the paralysis goes beyond the region of 
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latent contraction or not. As soon as this is the case the absolute 


‘near-point begins to recede and from that point we can control our 


results by also marking the absolute near-point at the same time 


‘intervals. If the curve thus obtained is the same as the part of the 


curve obtained by the measurement of the relative accommodation in 


the region of manifest ciliary muscle contraction, a further proof of 
the exactness of the method is aftorded. 


To test the methods above described we made diagrams: of 
two subjects, the first thirty-one and the second: twenty-four 
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years of age. The first was found to have a total force of ciliary 
muscle of 23.7 and the second of 20 myodioptres. In both 
diagrams the relative near-point lines found in the region of latent 
ciliary muscle contraction are parallel to the convergence line; the 


prolongation of this line in the manifest accommodation region is 
also fairly well shown. The results are quite satisfactory and enable 


us to conclude that the myodioptre is of constant value in both 


subjects and that the ciliary muscle force is much greater than is 


required for maximal accommodation. 


-The results of the use of cocain are-of considerable interest. 
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In one subject-one drop of a ten per cent. cocain solution caused a 
very brief paralysis reaching a maximum of 4 myodioptres, while 
seven drops of a five per cent. solution instilled at intervals of three 
minutes caused a maximal paralysis of 18.5 myodioptres with a 
duration of 96 minutes. We thus see that cocain causes a brief cumu- 
lative paralysis (Fig. 3). This is confirmed by the result obtained 
from the other subject. In this case five drops of a five per cent. 
solution caused a paralysis of only 10 myodioptres. As this did not 
exceed the latent region it would have passed unobserved by the usual 
method of determination of the uniocular near-point. Ten drops of 
a five per cent. solution caused a paralysis of 14 myodioptres. Fig. 4 
shows that the instillation of more drops of cocain not only increases 
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the amount of the paresis but also causes it to appear earlier. The 
action of cocain may be described as cumulative in every direction. 

We may also note from these curves that the action’ of cocain 
differs in different individuals; this may. account for the various 
reports on its action to be found in the literature. If sufficient 
cocain is not instilled and the accommodation tested by the recession 
of the near-point no paralysis will be detected as is also the case if 
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sufficient time is not allowed. Thus in Fig. 3 it may be noted that 
after the instillation of seven drops no recession of the near-point 
was found till after the lapse of 32 minutes from the first instillation. 
The recession of the near-point may also be missed if the examina- 
tions are made at too long intervals. 

Homatropin shows the same individual differences. In the 


younger subject one drop of homatropin gave a paralysis of 9.5 


myodioptres, while in the older subject the same quantity gave a 
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paralysis of 20 myodioptres. The curve of homatropin paralysis 
has a very steep ascent anda slow descent while in cocain both 
ascent and descent are steep (Fig. 5). 

The curves illustrate many other interesting points such as the 
influence of heterophoria, the stage of paralysis at which the 
uniocular and binocular near-points differ, and the difficulty in 
reading experienced by persons who have been ill or who are hyper- 
metropic, although they appear to have sufficient accommodative 
power. 

We can hardly hope that such measurements, the technical 
difficulty of which is so considerable, can ever be of much clinical use 
but we hope to have shown that the careful study of relative 
accommodation by such methods can give us a more accurate view 
on several questions concerning accommodation. 








THE COMPARATIVE VALUE OF COCAIN 
SUBSTITUTES* 


BY 
R. Foster Moore 


LONDON 


I WIL endeavour to be as brief as possible in what-I have to say, 
for it seems to me that this discussion will best.serve its purpose, 
if the experience of everyone here, to the exclusion of theoretical 
considerations, can be made available to our knowledge; the 
combined experience encompassed by this meeting must represent 
many thousands or perhaps hundreds of thousands of observations. 

I judge from the published title that it is cocain substitutes and 
not cocain itself which are to form the subject of discussion, I 
imagine, however, that we shall all feel disposed to use cocain 
as our standard of reference, and to speak of substitutes in terms 
of this adopted standard. 

The following are the most important drugs which have been 
used for local anaesthesia in addition to cocain: 


(1) Holocain. 
(2)..aand 6 Eucain. 
(3), Euphthalmin. 
(4) Novocain. 

(5) Anaesthesin. 
(6) Subcutin. 

(7) Antinesin. 





*Contribution toa Discussion held at the Royal Society of Medicine on December 7, 
1923 
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(8) Alypin. 

(9) Stovain. 

(10) Tropacocain. 

(11) Butyn. 

I have details here with respect to all of these drugs as regards 
their reputed anaesthetic powers, toxicity, liability to become 
drugs of addiction, action on the corneal epithelium, etc., etc. It is 
clearly impossible to give them now, and I do not think it would 
assist us in our discussion. 

Local anaesthetics are used in different ways and in different 
strengths by the members of the various sections represented, but 
there are one or two points which are common ground about which 
valuable information may be forthcoming, 

First, I would suggest the important question of addiction, as 
to whether anyone present has certain knowledge of cases where 
addiction has resulted from his own use of cocain for surgical 
purposes, or as a result of his prescribing it, or whether he has 
knowledge of any case of addiction in respect of any of the 
cocain substitutes. 

This latter is a point of considerable importance, for these drugs 
are little known, and were cocain not available, it might well be 
that one or other of them would be found to have an effect which 
appealed to the narcomaniac. It may, moreover, be said that there 
is at present some degree of inducement to use them in this way, 
for there are not the penalties attached to the possession of them 
that hold in the case of cocain, and hence, if it can be shown that 
in spite of their accessibility there is no abuse of them, it would 
be evidence of some weight that they are not addictable drugs. 

A second point of common ground is the degree of toxicity of 
the various drugs. 

Other important points for our guidance have been put forward 
by Mr. Watson-Williams. 

From the ophthalmic point of view we have to consider whether 
there is a drug, or combination of drugs, which, when weighed 
against cocain, is its equal or superior in respect of the following 
points : 

(a) Degree of anaesthesia, and the rapidity with which this is 
attained. 

(6) The amount of irritation caused, remembering that some 
of the drug may get inside the eye during an operation and cause 
iritis afterwards. 

(c) Whether it is more or less liable to cause desquamation of 
the corneal epithelium. | 

(d) Whether it is as well absorbed if the eye is not quite free 
from injection. 
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(e) Toxicity. 

(f) Stability, whether it can be sterilized by boiling: 
(g) Whether it stimulates the sympathetic nerve. 
(h) Its liability to become a drug of addiction. 


May I state briefly the chief uses of local anaesthetics in ophthal- 
mic work. . 

(1) . Instillation anaesthesia.—-This is the most important 
method of use, solutions of various strengths being dropped into 
the conjunctival sac. Anaesthesia produced in this way is made 
use of for tonometric examinations, for removal of foreign bodies 
from the conjunctival sac or cornea, for cauterization of the 
cornea, for syringing the lacrymal ducts, and, by a long way the 
most important, for a group which we may include under the head 
of ‘all intraocular operations on uninflamed eyes, except where the 
patient isso young as to render general anaesthesia desirable.”’ 

It is this last group of intraocular operations which I believe 
is the crux of the whole question for the ophthalmic surgeon, for 
I am sure there are a number of cocain substitutes which are 
sufficiently efficacious for surface anaesthesia, 


(2) Infiltration anaesthesia.This method is used in plastic 
operations on the lids, for meibomian cysts, in a few cases for 
intraocular operations on inflamed eyes and enucleation of the 
eyeball where a general anaesthetic for some reason is not 
available,’ and for injectifig into the’ orbicularis as a preliminary 
to a -cataract extraction to producé temporary paralysis of the 
muscle and so prevent squeezing on the part of the patient. 

It seems to me for all these purposes novocain in 1 per cent. or 
2-per cent. solution, is on the one hand so efficient, and on the 
other so little toxic, that cocain does not enter into competition 
with it for this part of ophthalmic work, and I would suggest 
that time will be saved if it be eliminated from the discussion, we 
have, however, to consider whether it may take the place of cocain 
when used by instillation. 


(3) Used as a solid. —Cocain hydrochloride i is used in its solid 
form for topical application in incising meibomian cysts and in 
muscle operations; the point to consider here is to what extent 
the solid form of other drugs can be used in the same way, or 
whether novocain injections are not equally satisfactory for these 
purposes. 

Another quality of cocain is its power of*'stimulating the 
sympathetic nerve, producing dilatation of the pupil ahd widen- 
ing of the palpebral fissure. It is sometimes;claimed .as an 
advantage of other drugs that they have no action on ‘the pupil, 
but I fancy most observers will consider both this action and the 
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manner in which cocain can be used as a test for paralysis of the 
sympathetic nerve, as a valuable quality. Information with regard 
to other drugs in this. respect would be valuable. : 

It has been suggested to me that the stimulating action .on -the 
sympathetic nerve might prove to be a test of the power of a 
drug to act as a stimulant of the central nervous system, and 
that so it might become a test. of the liability of a drug to become 
a drug of addiction, a valuable test should it be substantiated. 


My own experience of cocain substitutes is as follows :— 

I have already expressed my opinion of novocain for infiltration ; 
but have not used it for instillation. I have found holocain in 
2 per cent. solution satisfactory for superficial anaesthesia by 
instillation, but it causes distinctly more smarting than cocain of 
similar strength; I have not used it for intraocular operations. 
I have used 2 per cent. and 4 per cent. stovain by instillation both 
for superficial anaesthesia and for cataract operations, it is more 
irritating than cocain, it gives a satisfactory superficial anaesthesia, 
but I have thought it unsatisfactory for cataract operations, and on 
two occasions have had to complete the operation with the aid of 
cocain. I have used butyn a few times in the form of gelatin 
lamellae and 2 per cent. drops for superficial anaesthesia only, the 
anaesthesia seemed satisfactory but smarting was rather marked. 

I know of no certain case of addiction to any of these drugs 
as a result of their clinical use by myself or others, the most I can 
say of one case is that I suspect the cocain habit was contracted 
as a result of the use of cocain ointment for a fistula-in-ano. 








THE RADIOGRAPHIC LOCALIZATION OF FOREIGN 
BODIES IN THE EYE 


BY 
PROFESSOR Dr. L. DE LIEBERMANN 


BUDAPEST 


IN a previous paper dealing with the localization of foreign bodies 
in the eye (Arch, f. Augenheilk., Vol. LXXVI, p. 177) I gave a 
detailed description of the Sweet method, a method then little 
known in Europe though, in my opinion, one of the best. Sitice 
then it has become more popular. In this paper I emphasized 
the importance of making the exposure as brief as possible in 
order to prevent any movement from the exact optical direction. 
The longer the exposure the greater the risk of the patient losing 
the fixation point by movement of the head or eye. I. next 
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pointed out that for this purpose it is necessary; (1) to us? an 
apparatus of high power; (2) to use X-ray tubes suitable for such 


‘high currents; (3) to work with very sensitive plates. 


At a meeting of the Budapest Royal’ Medical Association on 
May 12, 1928, in the course of a discussion on this subject, I had 
an opportunity of offering a suggestion as to a means of com- 
pensating for a longer exposure when any of the three conditions 
enumerated above could not be fulfilled. I consider that under 
good conditions the time of exposure should never exceed three 
seconds in the straight and five seconds in the oblique position 
and even less when possible. The chief difficulty in obtaining 
such brief exposures was the poor quality of the Roentgen plates 
we had to use immediately after the war. There may, of course, 
also be difficulties with apparatus and tubes. To meet these 
difficulties | suggested a method of ascertaining whether the eye 
had kept its exact position in the Sweet apparatus, and if not, a 
means of making the necessary correction without the necessity 
of making another exposure. This is of the greatest importance 
in all cases requiring absolute exactness in localization, especially 
in those cases in which the removal of non-magnetic bodies 
necessitates direct operation. 

The method consists in attaching two metal marks to the eye 
before the exposure. These marks are two metal plates of about 
2 mm. diameter in which two holes have been drilled to allow of 
their being attached by sutures to the cocainized bulbar con- 
junctiva. They must be made of a non-magnetic metal in cases 
in which a magnet is to be used. The sutures are first tied in 
position with a good hold of the episcleral tissue and the two ends 
passed through the holes in the two plates and again tied over 


‘the plates. After the exposure has been made the upper knot is 


cut and the plates removed. The sutures remain attached to the 
conjunctiva by the lower knot to serve as a guide during the 
operation. Since the localization of the mark knots is exactly 
known, we can easily see if the optical fixation of the centre of 
the cornea has been maintained during the exposure. If this has 
not been the case the necessary correction can be made with great 
ease. If the situation of the foreign body is known approximately 
it is advisable to place the metal marks, or one of them, as near 
to this point as possible. If this is not the case they should be 
fixed close to the limbus in order easily to control the fixed centre 
point. 

When I made this suggestion I was aware of a similar method 
described by Dr. Pischel of San Francisco at a meeting of the 
Ophthalmological Society of Vienna (Wien, Klin. Wochenschr., 
No. 28, p. 1337, 1923). Pischel uses metal needles, 3 mm. long, 
inserted into the conjunctiva to get fixed points that allow an 
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approximate localization and dispenses with the help of Sweet’s 
or any other exact geometrical localizing apparatus. 

I do not wish to claim any priority over Pischel for the 
suggestion of the fixing of metal marks to the eye as his communi- 
cation was made at Vienna ten days before mine at Budapest, 
although I had not seen his paper at that time, but I wish to 
point out the following facts : 


(1) Both Pischel’s and my method are a distinct advance on 
the earlier device of Wessley who applied a wire cross upon the 
cornea, since this wire cross cannot be left in position up to the 
time of and during the operation as our conjunctival marks and 
thread knots can. The latter, therefore, allow of a more exact 
localization. 


(2) Pischel’s intention is to substitute his method for the use 
of the Sweet apparatus when this is unobtainable, and also for use 
in urgent cases in which he considers that the use of the Sweet 
apparatus causes too much loss of time. He admits that the mark 
method with simply a frontal and sagittal radiogram is not so 
exact as the Sweet localization, but considers that this is more than 
compensated for by the saving of time. He seems to assume that 
the Sweet localization can only be read after the plate has been 
dried. 

I do not offer my method as a substitute for the Sweet or any 
other geometrical method of similar accuracy but as an adjuvant 
in the obtaining of still more accurate results in cases in which 
the greatest precision is required. On the other hand, I should 
like to emphasize what I pointed out in my former paper (loc. cit.), 
i.e. that the Sweet method does not involve any loss of time in 
urgent cases, as the points necessary for localization can be copied 
from the wet plate to a simple dry glass plate and transferred to 
the paper scheme with perfect accuracy. This can be done as soon 
as the plate has been removed from the fixing bath and got ready 
as soon as the patient can be prepared for operation. 


(3) I consider that the method of fixing the metal marks with 
sutures is of distinct value, especially in cases of non-magnetic 
bodies, when it may be necessary to make the incision exactly at 
the marked point. The sutures can be firmly anchored in the 
episcleral tissue where they remain immovable and do not interfere 
in-any way with the operation. The needles, on the other hand 
are liable to displacement both before and during the operation. 
If the sutures are too deeplv inserted into the episcleral tissue their 
removal may present some difficulty, especially after an operation 
perforating the sclera. I presume that Pischel also leaves his 
needles in position during the operation, though this is not clearly - 
stated in the printed record of the Vienna meeting. 
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THREE CASES OF CHRONIC TUBERCULOUS 
CHOROIDITIS, WITH A COMMENT ON THE 
COMPLICATION, OPTIC NEURITIS 


- BY 
J. D. Cummins 


DUBLIN 


1. .H.V.T,, a secondary teacher, 24 years of age, visited me 
in August, 1917, complaining that, during the previous year, he 
had often noticed a transitory blurring of the vision of his left eye. 
He had never had any definite illness, but had been a delicate 
child and was far from being a robust young man. Apart from 
occasional blurring of the vision of his left eye, there was no 
other symptom. 

With optical correction, the vision of the right eye was 6/9, 
and the vision of the left one 6/12. The right fundus was normal. 
There were in the left eye, optic neuritis, and, at the periphery 
of the fundus, above and below, sclerosis of the choroidal vessels. 
Wassermann reaction negative. Urine free from sugar, albumen 
and casts. The left visual field was of good size. There was no 
interlacing of the blue field with the red or green. An examination 
of the central nervous system and of the accessory nasal sinuses 
did not reveal anything amiss. A tonic plan of treatment was 
instituted. 

In the following January, the vision of the left eye was full and 
the optic neuritis had subsided. Fifteen months later, I noted 
“L.E.V. 6/12; extensive patchy choroidal atrophy, and an ill- 
defined greyish prominence, near the lower nasal border of the 
disc—distinct arching of vessel over prominence (T.B.).”’ 

Nearly three years passed before I saw the patient again. In 
February, 1922, the visual acuity of each eye, with optical correc- 
tion, was 6/9. But the fundi were greatly changed. In the right 
eye, normal at the last examination (March, 1919), there was a 
slightly prominent, ill-defined area near the lower border of disc, 
and, elsewhere, irregularly-shaped and variously-sized areas of 
pigment were scattered through the choroid, with patches of 
choroidal sclerosis between them. At the periphery, specks of 
pigment were seen in the retina. In the left eye the same sort of 
picture was to be seen, but without any raised focus, The 
prominent nodule, over which had arched the inferior nasal 
branch of the central artery, was now flat and speckled with pig- 
ment. One could not but be astonished at the apparent want of 
‘correspondence between the extensive choroidal changes and the 


excellent visual acuity. 
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My latest observation of the patient was in April of last year. 
The visual acuity of each eye was still 6/9. The nodule that had 
been seen near the lower border of the right disc had disappeared. 
Apparently the left optic neuritis was of such short duration, that 
its subsidence without secondary atrophy of the nerve head was 
possible. 

2. B.R., a young woman of 28 years of age, came under my 
observation six years ago. She was, then, suffering from a mild 
- attack of phlyctenular conjunctivitis in one eye. For more than 
two years following her seventh birthday (she had been a healthy 
youngster until then) the patient was very ill. During those 
years the lymphatic glands in the neck became enlarged and 
underwent suppuration. The child’s general health was grievously 
impaired ; she dwindled into a weak emaciated figure. Contrary 
to expectation improvement set in, and gradually, the child’s 
health was restored. 

At my first examination, the visual acuity of the right eye was 
6/12, that of the left one 6/60. The latter eye was known to have 
been defective for years. Each choroid ‘exhibited numerous 
sharply-outlined patches of atrophy. Most of the atrophic areas 
were about one-half of the disc’s diameter in size, and some of 
them had rims of pigment. There were specks of pigment in the 
retinae. The left disc looked pale when compared with the right 
one. 

Rest, a nutritious diet, change of air and scene soon brought 
about the disappearance of the phlyctenular conjunctivitis. I saw 
the patient three or four times during the next two years. The 
ophthalmoscopic picture remained unchanged. The right eye 
retained a visual acuity of 6/9. In January, 1923, I saw the 
patient again. Four years had elapsed since the last examination. 
Now, for the first time, the patient complained that her good eye 
was failing. In the evening time it was not possible to read 
print that she had been reading during the day. Right eye 
V. 6/18, left eye V. 2/60. No change in the earlier noted 
appearances of the fundi was observed. 


3. J.B., a frail young woman of 22 years of age, complained 
that her right eye had been a delicate one all her life. There had 
been, from time to time, attacks of inflammation in it. One 
month ago, an attack had set in. 

The right eye exhibited slight ciliary injection. The cornea 
was diffusely hazy from scattered nebulae, and a few deep blood- 
vessels were present. The iris, which responded well to atropin, 
showed a single posterior synechia and three tiny pale nodules 
at the pupillary margin. There was diffuse choroidal atrophy 
with wide areas of depigmentation, and, near the disc’s margin, 
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two ill-defined pale areas were seen, over the larger of which a 
vessel was clearly arched. Disc pale. Visual acuity, hand move- 
ments. The distinctness of the indirect image seemed to indicate 
that the corneal opacities were of little account in determining the 
very great visual impairment. Left eye V. 6/9. No pathological 
appearance was observed in this eye. | Wassermann reaction 
negative. This case was a good clinical illustration of the 
predilection of the tubercle bacillus for the uveal tract, including 
the uveal stratum (in a morphological sense) of the cornea, as the 
presence of the deep blood-vessels proclaimed. 

It-is not to trace the familiar path, leading from disseminated 
choroiditis through atrophy of the inflamed foci and, later, by the 
way of pigmentation and atrophy of the retina, with concomitant 
nyctalopia, to permanent loss of visual acuity, that I record these 
cases. My purpose is to supply some support, imperfect and 
inadequate though it be, for a suggestion that lam about to make. 

There occurred in the first case a transient unilateral optic neuritis. 
There was in the second case marked inequality of the visual 
impairment of the eyes, without a refractive error or a striking 
difference in the extent of involvement of the choroids to account 
for it. But there was pallor of the disc on the more impaired side. 
In the third case, in which, too, a pale disc was seen, I was 
unprepared for the almost complete annihilation of vision. The 
earlier cases had exhibited, in three of the four eyes, surprisingly 
good visual acuity with extensive choroidal changes. Perhaps 
the almost blind eye of Case 3 and the more impaired one of Case 2 
owed their loss, in part, to.a secondary atrophy following optic 
neuritis. 

Out of these cases has come the notion that the optic neuritis 
of Case 1 and the hypothetical optic neuritis of Cases 2 and 3 
were dependent upon a circumscribed tuberculous meningitis of 
the sheaths of the optic nerve. Infection could travel from the 
chorotd by way of the perichoroidal space outward along the 
vessels, especially the venae vorticosae, to Tenon’s space and 
thence to the lymph spaces which surround the optic nerve. At 
least there is no anatomical objection to the suggestion.. And 
if it be valid, may not some cases of unilateral optic neuritis be 
dependent upon an unrecognized or hidden tuberculous focus in 
the choroid? It is no more than a guess. 
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ANNOTATIONS 





The retirement of Mr. A. F. MacCallan 


The retirement of Mr. MacCallan from the post of Director of 
the Ophthalmic Section of the Department of Public Health of 
Egypt affords a suitable opportunity. for a brief review of his 
valuable work. When he went. to Egypt in 1903, with the 
exception of the official Government ophthalmic appointment of 
surgeon to the Kasr-el-Aini Hospital at Cairo, there was no 
provision for the ophthalmic needs of the teeming population of 
Egypt, though no country was more in need of skilled ophthal- 


mologists. 
Sir Ernest Cassel had recognized the necessity and, with 


characteristic generosity, had placed a largesum of money (£41,000) 
at the disposal of the British Agent (Lord Cromer) for ophthalmic 
relief. A committee was formed under the Presidency of Sir 
Horace Pinching, Director-General of Public Health in Egypt. 
The committee decided to establish a travelling tent hospital, 
which was to travel round the country, remaining six months at 
each place. Mr. MacCallan was appointed to organize and 
administer this and other relief measures subsequently inaugurated. 
These travelling hospitals became a definite branch of the Egyptian 
Government Service in 1906, in which year the first permanent 
hospital was built at Tanta. Between 1904 and 1912 eight 
additional ophthalmic hospitals were opened in various parts of 
Egypt. During 1913, partly owing to the interest displayed by 
Lord Kitchener, six more hospitals were provided. In all of these 
hospitals the initial outlay and cost of maintenance is assured. 
Two were provided and endowed by Sir Ernest Cassel, six were 
provided and maintained by local self-taxation (Provincial 
Councils), and the initial cost of the remainder, which are all 
maintained by the Government, was borne by public subscription, 
gift, local taxation, or Treasury grant. The administration and 
clinical direction of these hospitals are vested in the Director 
with the assistance of two British and one Egyptian Inspecting 
Surgeons. On Lord Cromer’s retirement his successor, Sir Eldon 
Gorst, became the trustee of the Cassel Fund. To the value of 
the work accomplished the Reports of the Egyptian Public Health 
Department bear eloquent testimony 

In addition to his Government work Mr. MacCallan has found 
time to be the mainspring of the Egyptian Ophthalmological 
Society, to write numerous valuable papers and one book 
(‘Trachoma and its Complications in Egypt’’), and, possibly the 
most valuable and lasting achievement, to train a large number 
of Egyptian surgeons to follow in his footsteps. 
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Dr. M. T. Sadek, ex-President of the Egyptian Ophthal- 
mological Society, has sent us an account of a reception which 
was held on December 21 last, in honour of the retiring Director. 
It was attended by the Under-Secretary of State for Public Health 
and the Director-General of Public Health and most of the members 
of the Egyptian Ophthalmologica) Society, the greater number of 
whom were his old pupils. In returning thanks for the many 
speeches of appreciation, Mr. MacCallan recalled that he was 
probably the only Government official who had held the same post 


for twenty years. 





Cocain Substitutes 

On December 7, 1923, a discussion took place at the Royal 
Society of Medicine (as reported in the Lancet, December 15, 
1923), which was opened by Dr. P. Watson-Williams on the 
comparative value of cocain substitutes. The discussion covered 
a wide field, including as it did the standpoints of the laryngologist, 
the ophthalmic surgeon, the dental surgeon, the aural surgeon and 
the general anaesthetist. Many opinions were expressed, but 
so far as we can see there was no particular case made out against 
cocain, which appears to remain the local anaesthetic par excellence. 
From the ophthalmic standpoint Mr. Foster Moore put the 
following series of questions, namely, whether there is a drug or 
combination of drugs the equal or superior of cocain as regards 
(a) degree and rapidity of anaesthesia; (b) amount of irritation 
caused ; (c) liability to cause desquamation of corneal epithelium ; 
(d) degree of absorption if injection of eye not quite absent; (e) 
toxicity ; (f) stability and sterilizability by boiling’; (g) stimulation 
of the sympathetic nerve; (h) liability to become a drug of 
addiction. The answers to the above questions (according to the 
Lancet report which is no doubt condensed) do not appear to have 
been very completely offered by Mr. Foster Moore, but one gathers 
that he has made considerable use of novocain, 1 or 2 per cent. 
solution, for infiltration anaesthesia, and that he had found it so 
satisfactory that he suggests its more frequent employment. Mr. 
Foster Moore appears to have been the only ophthalmologist who 
joined in the, discussion and one is inclined to regard this as an 
indication that so far as the ophthalmologist is concerned cocain still 
holds the field. In his reply Dr. Watson-Williams said he thought 
the profession had got into a wrong mental attitude in regard to 
cocain. If a better substance could be found it would be welcomed, 
but cocain should not be black-listed because it was socially abused 
at a time when it was available for anyone. He also drew 
attention to the important fact that his son, Mr. Eric Watson- 
Williams, had pointed out that cocain became rapidly changed 
in the body into ecgonin, the harmless base. 
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ABSTRACTS 


I.—SLIT-LAMP MICROSCOPY 


Vogt, A.—Localization of depth by slit-lamp microscopy. 
(Die Tiefenlokalisation in der Spaltenlampenmikroskopie. ) 


Zeitschr. fiir Augenheilk., Vol. XLII]. (Festschrift fur 
Hermann Kuhnt.) Abridged Translation. 


-By ‘pushing the principle of focat itlumination to the uttermost 
Gullstrand’s slit-lamp has so entiched our knowledge of the 
cornea, the iris, the lens, and the vitreous, that it may almost be 
said to have opened up a new era in ophthalmology. The modern 
combination of the slit-lamp with the corneal microscope has 
achieved this result. Less attention has been paid to a not less 
important advance, the possibility the lamp affords us of accurate 
localization in the cornea, lens and vitreous. The pencil, or more 
precisely the ribbon, of light makes an optical. section of the 
transparent media of the eye. The sharp differentiation afforded 
by the ribbon is valuable not only for the minute examination of 
definite areas and objects, but also for the exact localization of 
their position along the axis of illumination. A rough estimate 
can be made by observing the illuminated path of the ribbon with 
the naked eye. Exact localization calls for binocular stereo- 
microscopy with the light pencil accurately focussed upon the 
part under examination. The Nitra-lamp is not sufficiently power- 
ful for the complete investigation of the normal and pathological 
vitreous, and in some cases for the other media. For such purposes 
we have replaced it by a micro-arc lamp constructed by Zeiss. 
This source of light reveals more details and often shows up 
embryonic remains in a vitreous which to the Nitra-lamp is 
optically homogeneous. 

We shall now attempt to lay down the principles of exact 
localization. We can regard the focal part of the ribbon con- 
sidered over any short lengths as prismatic in form. For example: 
the optical section through the cornea is seen as a right-angled 
prism. This is shown in Fig. 1 and lettered: a, b, c, d, e, f, g, h 
The edge b, d, faces the observer. a, b, c, d, is the anterior 
surface of the cornea; e, f, g, h, is the posterior corneal surface. 
The light first impinges upon surface a, b, c, d, penetrates the 
cornea, and loses itself on the suriace e, f, g, h, the source of light 
being on the left. We can accurately study the important edge 
b, d, by careful manipulation of the illuminating ‘ens in such 
wise that the ribbon of light is accurately focussed upon the corneal 
surface. The edge b, d, separates the directly illuminated surface 
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a, b, c, d, from the optical section b, d, f, h, and it is this section 
that is valuable for localization. The beginner will find the edge 
b, d, if he will instil cocain and fluorescein into the eye. After 
about half a minute the fluid film that covers the normal and 
pathological cornea fluoresces a brilliant green. with the result 
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that the area a, b,c, d, is clearly defined from the uncoloured 
optical section. The beginner is liable to omit and forget to focus ~ 
the ribbon sharply upon the area under examination, in this case 
the edge b, d. Such carelessness leads to failure not only in deep 
localization, but.also in the observation of detail. It is necessary 
by constant practice to acquire the faculty of focussing auto- 
matically and simultaneously both light and microscope upon a 
given spot. Many find it-extraordinarily difficult to acquire this 
fundamental faculty. When the observer, working at an angle 
of about 40° between the axes of lamp and microscope, adjusted 
for a magnification of 24, has learned alternately to adjust the 
focus perfectly without any displacement of the lamp bracket 
upon the lines bd, fh, so that both can be clearly seen then he 
is in a position to localize points and lines in the corneal substance. 

The following modus operandi is recommended : for the locali- 
zation of a definite point, for example a punctate opacity, we 
gently swing the lamp-bracket backwards and forwards. We 
note accurately the exact position in which the point in question 
lights up in the surface bdfh, that is in the ribbon, and again 
when it vanishes from that surface when the motion of the arm 
is reversed. This point is at a definite distance from bd and fh; 
it lies on the surface which unites these two edges and is so 
localized. If the occultation and reappearance lies along the 
edge bd, then the object is on the anterior surface of the cornea. If 
it is associated with the edge fh, it is on the posterior corneal 
surface. If it lies between bd and fh then it is within the corneal 
substance. In such a case the micrometer which is fitted to the 
ocular will enable us to measure its proportionate distance from 
the two edges in question. We can state whether it is situated in 
the superficial, the middle, or the deep layers of the parenchyma. 
In the same way we can localize nerves, folds, and vessels along 
the optical section of the cornea. The edge eg is under normal 
circumstances difficult and often impossible to recognize, but it 
is equally easy under pathological conditions, as for example in 
cases of iridocyclitis and interstitial keratitis. In the latter disease 
the easy visibility may persist through life. In the peripheral 
parts of the cornea the edge eg can be seen from the age of 
30 to 40 years onwards, and as age advances it becomes clearer. 
This is due to senile changes in the region of Descemet’s membrane, 
Under the conditions stated the posterior corneal surface reflects 
light strongly and becomes as obvious as the anterior surface. 

Changes, for example precipitates, in connection with the 
posterior corneal surface, are only visible in the region of the 
surface efgh and not on aecg. They decrease in definition as: we 
pass from. fh’ to eg where they are covered by a thicker layer of 
cornea.’ They are best seen along the edge fh. 
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It is quite unnecessary to define the surface bdfh as_ such. 
It suffices if the two edges bd and fh are distinct. 

It is easy to demonstrate that indirect illumination is unsuitable 
for localization. The so-called ‘‘bedewing’’ can be seen only by 
indirect light, and it is difficult to distinguish between bedewing 
of the anterior and posterior surface. Examination in the region 
of the mirror may afford opportunities for accurate localization. 
Anything that is hidden by the mirror area lies behind it. Any- 
thing visible must be in or in front of the mirror. Nevertheless, 
fine changes may be invisible even when in front of the mirror 
surface; they are apt to be lost in the dazzle. An example is 
Vossius’ ring in the neighbourhood of the anterior capsule. 
Localization within the lens is of importance. The discontinuity 
surfaces, discovered partly by Gullstrand and partly by Vogt, 
give us the primary limiting marks. It is of great theoretical 
and practical importance that the slit-lamp correctly employed 
gives us a well-defined view of the anterior and posterior capsules, 
enabling us to localize cortical opacities with reference to the 
capsules. If the ribbon be carefully adjusted and focussed, the 
anterior and posterior capsular surfaces are always visible. ' 
Fig. 2 shows a section of the illuminated lens. We focus the 
boundary lines ac and bd with especial reference to the edge bd. 
abdc is the anterior surface of the capsule, efgh the more strongly 
curved surface of the senile nucleus. 

We can sharply define the surface abdc by taking advantage of 
the lens shagreen. This becomes obvious when the patient looks 
at a spot somewhere between the axis of the ribbon of light and 
that of the microscope. Occasionally we can see the remnants 
of the pupillary membrane in this region, brown stars and fila- 
ments. The surface of the senile nucleus can be found in all 
except children and is especially clear in old age when we find 
the opacities of senile cataract. 

To localize a cortical opacity we manipulate the ribbon just 
as we did for the cornea. The chief factor is to focus the ribbon 
upon the part we wish to investigate, and by lateral movement of 
the light arm to determine the situation when an opacity appears 
and disappears. We are thus able to decide whether it is in the 
capsule or close under it, whether it is on the surface of the 
senile nucleus or in the cortex. If for example it is associated 
with the edge bd it is in or close to the capsule. If, however, it 
appears first on the line fh it is associated with the surface of the 
senile nucleus. With the micrometer eyepiece we can measure 
the proportional distance of any opacity in the cortex from bd 
and fh and so localize its exact position in the cortex. The same 
principles must be employed to localize in reference’ to the surface 
of the embryonic nucleus. The sharpness of the ribbon is not so 
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well defined in the lens as in the cornea. This is due partly to 
loss of light in the cornea and in part to the well developed 
fluorescence of the lens. 

It is often important to decide whether an abnormality is in the 
region of the posterior capsule or in the anterior portion of the 
vitreous. The beginner will make many mistakes in this localiza- 
tion. We first focus the illuminated streak of the posterior 
capsule sharply from the non-illuminated part by careful manipu- 
lation of the illuminating lens and microscope. Fig. 3 shows a 
horizontal section of the capsule. L is the illuminated streak in 
horizontal section, and F the ribbon of light. The points P’ P” 
lie in the vitreous, P upon the capsule. The large arrow is the 
direction of the observer’s regard. Let us imagine the ribbon 
to be moved to the right and to return to its original position ; 
on the return journey the point P’ will be illuminated before P. 
But whereas at this moment the point P’ does not yet lie in the 
capsule streak but to its side, it must be behind the capsule. A 
further movement of the ribbon illuminates the point P and this 
corresponds to the moment when the edge of the illuminated 
surface cuts P, so P is on the capsule. 

Vogt concludes by emphasizing the necessity for an accurate 
focus of the ribbon upon the object under investigation. 

T. Harrison BUTLER. 








II.—_CHLOROMA 


(1) Bedell, Arthur J. (Albany, N.Y.)—Chloroma. Internat. 
Congress Ophthal., Washington, D.C., April, 1922. 

(1) Bedell reports four cases of chloroma, the main facts of 
which may be summarized as follow : 

1. A boy, aged 8 vears, admitted in a semi-comatose emaciated 
state with yellowish skin. Both eves prominent, left more than right. 
Veins in lids of left eye enormously distended. Ophthalmoplegia 
externa. In right eye marked optic neuritis. No details of left 
fundus could be distinguished. R.V. fingers. L.V. no p.l. 
Tender mastoid. Swelling of posterior superior wall of each 
external auditory meatus. Glands on left side of neck visible. 
Systolic thrill in vessels of neck. Systolic murmur over pulmonary 
area, Liver slightly enlarged. Urine contained a trace of 
albumen; no casts. Blood examination : red cell count, 1,410,000; 
white cell count, 79,600; haemoglobin, 30 per cent.; and a 
differential count of 6,000 leucocytes showed ; polynuclears, 16.2 per 
cent.; large mononuclears, 5.3 per cent.; large lymphocytes 15.3 
per cent.; transitionals, 0.8 per cent.; eosinophiles, 0.7 per cent. ; 
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small lymphocytes, 33 per. cent.; neutrophile myelocytes, 28.2 per 
cent. ; eosinophile myelocytes, 0.5: per cent. Under chloroform an 
incision was made over outer half of superior margin of left orbit, 
and orbit found to be filled by a greenish mass, in part encap- 
sulated, and probably nowhere-adherent to the periosteum. Some 
of the tissue was removed, and. microscopically found to be made 
up of nucleated cells of the larger lymphoid ‘type. | Child died 
seven days after he was first seen by Bedell. No autopsy. 

2. Female, aged 18 years, noted a month before admission 
many small hard lumps in each breast. Eyes began to 
bulge eleven days prior to admission. On admission, several 
nodules palpable in each breast and along the sternum. 
Axillary and inguinal glands were enlarged. Patient was 
eight months pregnant. A systolic murmur was audible over 
the whole precordium. Both eyes were proptosed, the right more 
than the left. The right eye was immobile. The right upper lid 
showed great dilatation of the blood-vessels. A tumour mass, 
20 mm. by 12 mm. by 8 mm., lay over the lacrimal gland entirely 
in the lid, and was without deep attachments. Dense interstitial 
haze in lower third of cornea. V. fingers at three feet. The left 
eye showed a small nodule outer side of upper lid. Cornea hazy 
below. Pupil 1.5 mm. V. fingers at 3 feet. - Large mass of 
greyish appearance pressed the retina forwards, and obscured 
most of the details of the fundus. Blood examination: reds, 
3,150,000 ; whites, 36,500; haemoglobin, 55 per cent.; differential 
count of 300 white cells: polynuclears, 15.8 per cent.; lympho- 
blasts, 37.2 per cent.; small mononuclears, 37 per cent.:; large 
mononuclears, transitionals, 9 per cent. ; eosinophiles, 0.8 per cent. ; 
mast cells, 0.2 per cent. Patient died after premature delivery 
of a dead child nine days after admission, but disease was 
diagnosed as chloroma before death by the examination of breast 
tissue. At the autopsy many green tumours were found on the 
under surface of the sternum. Three tumour nodules were 
present in the auricles of the heart, and two similar masses in the 
mesenteric glands, and also in the tail of the pancreas, and many 
nodules in the kidneys. Microscopical examination showed that 
the tumours were made up of small round cells, a few of which 
contained many refractive granules. 

3. A child, aged 5 years, brought for an ovoid growth which 
occupied the upper half of one orbit. Examination of the blood 
showed: white cells, 7,700; red cells, 1,930,000; haemoglobin, 
55 per cent., differential white count of 250 cells; polymorpho- 
nuclear neutrophiles, 25.6 per cent.; small lymphocytes, 65.6 
per cent.; large lymphocytes, 5.6 per cent. ; large mononuclears, 
1.6 per cent. ; eosinophiles, 0.4 per cent. ; transitionals, 1.2 per cent. 
Before death both orbits and temporal regions became involved. 
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4. A girl, aged 7 years, complained of headache, and was 
found to have proptosis of both eyes. There were rounded 
masses in the orbits and swelling of both optic discs with retinal 
exudations. Child was totally deaf, and there was a firm swelling 
in each temporal region. Albumen in the urine. Blood examin- 
tion showed: red cells, 3,100,000; white cells, 20,800; haemo- 
globin, 67 per cent. ; polymorphonuclears, 19 per cent. ; large and 
small lymphocytes, 81 per cent. ; large mononuclears, 68 per cent. ; 
small mononuclears, 32 per cent.; benzidene reaction showed the 
lymphocytes to be of the myeloblastic series. Child removed 
‘from the hospital to which she had been sent, and died shortly 
after. No autopsy. 

Bedell concludes that chloroma, a disease of the blood-making 
organs, lends itself to early diagnosis by its characteristic blood 
picture, in red cells and- haemoglobin reduction, white cells 
relatively increased, and differential count altered. The common eye 
symptoms are lid and orbital tumours, exophthalmos, subcon- 
junctival haemorrhages, retinal haemorrhages and exudation, 
neuro-retinitis and blindness, although frequently uniocular, most 
often becoming bilateral. Every case of exophthalmos in a child 
should have the blood completely examined, for the first symptom 
is to be sought in that fluid. 

3.5 


(2) Roberts, W. H. (Pasadena, California).—A case of chloroma. 
Amer. Jl. of Ophthal., October, 1923. 

(2) This case occurred in a boy, aged 2} years, previously 
healthy ; progress after birth had been normal except for some 
difficulty in teething. ‘The first symptom noticed by the mother 
was restlessness, this was attributed to the cutting of a premolar 
tooth, but very quickly protrusion of the right eye made its 
appearance; the Wassermann reaction was found to be strongly 
positive and a mitral lesion was discovered in the heart. Besides 
the prominence of the eye, a distinct swelling was found above 

each zygoma; the boy was put on to active anti-syphilitic treat- 
ment without any improvement and soon a tumour could be felt 
in the right orbit; the disease made rapid progress and in three 
months the boy was dead. The blood examination gave the 
typical picture of the disease, white cells, 28,000. The article is 
illustrated with a series of excellent photographs and with a 
coloured plate showing the appearance of the calvarium and of the 
base of the skull after death, together with three micro-photo- 
graphs. The typical green tumours were found to be pretty evenly 
distributed throughout the body, and an examination of the blood 
from the heart taken at the post-mortem gave the following result : 
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polynuclear neutrophiles, 10 per cent. ; lymphocytes, 89 per cent. ; 
eosinophile myelocytes, 1 per cent. Of the 89 per cent. lympho- 
cytes, 38 per cent. were small, 51 per cent. large; the red cells 
were characteristic of a secondary anaemia. 

R.R.]. 








III.—_DISEASES OF CHOROID 


ae 





(1) Plocher, R. 
post-operative detachment of the choroid. (Ueber Pigment- 
Streifenbildung nach postoperativer Aderhautablésung.) 
Klin. Monatsbl. f. Augenheilk, Nov.-Dec., 1917. 

(1) Plocher, of Freiburg, discusses the subject of the formation 
of pigment streaks in the fundus after detachment of the choroid 
following operation, generally after trephining for glaucoma. 
The appearances are well shown in a drawing of the fundus. 
These streaks may appear during the actual period of detachment, 
but generally develop after reattachment. A well marked detach- 
ment of a certain height appears to be necessary to cause the 
streaks. They are probably commoner than would be imagined 
from the few cases put on record, and they are easier to see in the 
glaucomatous eye than in an aphakic organ. The streaks are 
characterized by their pure black colour, by their nodular con- © 
sistence, and by their rose wreath shape or circular distribution. 
They lie behind the retinal vessels, but it is difficult to believe 
that they have any causal connection with the pigment epithelium. 
The picture is quite characteristic and in well-marked cases the 
previous detachment can be postulated even when the history is 
unknown. Care must be taken in myopes because pigment 
streaks of similar nature may appear spontaneously. No 
functional disability is associated with the streaks. 


T. HARRISON BUTLER. 


(2) Roche, Charles (Marseilles), — Diffuse choroiditis of old age. 
(Choréidite diffuse des Vieillards.) Arch. d’Ophtal., 
December, 1922. 

(2) Roche has reported four cases of diffuse generalized 
choroiditis in persons of advanced age. He thinks such cases are 
not very rare, and may easily be overlooked in old people, with 
small pupils and hazy lenses, who complain of gradual failure 
of vision. 

The aetiology of the disease is obscure ; the appearances resembled 
closely those of the choroiditis of recent syphilis, but Wasser- 
mann reactions were negative. Mercurial treatment appeared to 
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have little effect, and the age of the patients rendered a _ recent 
syphilitic infection improbable. 

Roche’s oldest patient was 75 and the youngest (a female) 55. 
In one there was a history of “rheumatism,’”’ but with. this 
exception there was no evidence of any infection to which the 
choroidal lesions could be attributed. The author suggests that 
the process may be a passive one analogous to the pulmonary 
congestion induced in the old by confinement to bed. Treatment 
has proved of little value. Mercury has been most frequently 
employed, but appeared to be no more effective when administered 
intravenously than when given orally. The best result in Roche’s 
cases occurred in a man, who did not take the medicine prescribed. 
The prognosis is relatively favourable ; in the author’s experience, 
after being more or less incapacitated for several weeks, the 
patients recovered a moderate degree of sight. 
J. B. Lawrorp. 








IV.—DISEASES OF CORNEA 


(1) Theobald, Samuel.—Observations upon herpes corneae 
“febrilis,” with reference especially, to etiology. Trans. Amer. 
Ophthal. Soc., Vol. XIV, Part II, p. 520, 1916. 

(1) Theobald, of Baltimore, believes that herpes corneae 
febrilis is commoner than usually believed. Its most characteristic 
sign, in his experience, is corneal hypaesthesia. He argues that 
the primary lesion is situated in the ciliary ganglion, and suggests 
that this is comparable with that which occurs in the Gasserian 
ganglion in herpes zoster ophthalmicus. He holds that the ciliary 
ganglion possesses a dual function, and is not, as commonly 
held, purely an efferent ganglion. In support of his contention he 
quotes the views of W. Krause and F. W. Carpenter. The 
alternative explanation of the aetiology of simple herpetic keratitis, 
namely, that it is due to changes in the ciliary nerves themselves, 
does not appeal to Theobald. 

In the treatment of the condition, Theobald usually employs a 
solution containing 1 to 2 grains of holocain and 10 grains “of 
boric acid to the ounce, That failing to afford relief, he uses 
atropin, grains 2 to 4, and boric acid, grains 10, to the ounce. 
In intractable cases, a 5 per cent. solution of dionin is applied 
two or three times a day to the affected eye. Internally, he gives 
quinine or potassium iodide. Under any circumstances, the 
patient should be prepared for the likelihood of a somewhat 
tedious recovery. The disappearance of the hypaesthesia and the 


corneal opacities is not infrequently incomplete. 
SS. 
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(2) Marquez.—A case of transparent peripheral ectasia of the 
cornea with enormous astigmatism. (Un caso de ectasia 

' corneal transparente, periférica, con enorme astigmatismo.) 

Arch. de Oftal., December, 1916. 

(2) Marquez, of Madrid, records an example of the rare type 
of. ocular disease first described by Terrien under the title 
““Marginal distrophy of the cornea.’’ 

His case is as follows:—A man, aged 46 years, presented 
himself complaining of defective sight of long standing in one 
eye. Careful examination in the dark-room discovered a state 
of affairs illustrated in the photograph which is appended. A 
white line which appeared to be an ordinary arcus senilis began 
just below the horizontal meridian of the cornea in its outer part 
and ran up unbroken to about 11 o’clock, where it divided into 
two; the two lines continued on round the cornea and joined 
together again at about the horizontal meridian on the inner side, 
tailing off at this point into the neighbouring conjunctiva, and 
giving an appearance of .there being a small pterygium growing 
at this place; an appearance which was fallacious. That part of 
the cornea situated between the two white lines was seen to be 
ectatic ; it was quite avascular and perfectly transparent. Examina- 
tion of the refraction showed 21 dioptres of astigmatism. The 
fellow eye was normal in every respect. Correction of this large 
error, while improving the sight of the affected eye slightly, yet 
made the patient so exceedingly uncomfortable that Marquez 
suggested to him that he should have the bulge cauterized ; this 
the man declined to have done. 

Marquez in discussing the pathology of this kind of case, 
considers that the change underlying it is in all probability 
similar to that which underlies cases of conical cornea. He 
proposes that these cases should be called Terrien’s disease, in 
honour of their first describer, but we consider Terrien’s own 
title, peripheral ectasia of the cornea, to be more expressive of 


the lesions found. 
R.R.J. 


‘3). Munoz Urra (Toledo).—A rare case of affection of the 
cornea. Aspergillary keratomycosis. (Un caso raro de 
affeccion corneal. ‘‘Queratomicosis Aspergilar.”) Arch. 
de Oftal., Hisp.-Americ., October, 1917. 

(3) Munoz Urra records a case of this rare affection which 
occurred in a man who had sustained a slight abrasion of the 
right eye ten days before coming to the Toledo clinic. The eye 
presented a grey superficial central ulcer, which stained intensely 
with a drop of methylene blue. The floor of the ulcer showed 
several minute prominences. The eye was intensely inflamed, 
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iritis and hypopyon being present. Bacteriological examina- 
tion at once made the diagnosis of the causative organism 
plain. Treatment consisted in removing the infected portion of 
the cornea by scraping with a knife and then applying a drop of 
silver nitrate, 2 per cent. The ulcer soon healed leaving only 
a slight nebula.’ The-author discusses other published cases of 
aspergillosis of the’ cornea and insists on the importance of a 
bacteriological examination of all corneal ulcers in which may 
doubt as to the cause is experienced. 
R.R.J. 


(4) Scarlett, Hunter, W . (Philadelphia), Diplobacili in corneal 
ulcers. Arch. of Ophthal, Vol. XLVI, No. 3, p. 219, 1917. 

(4) Scarlett gives his reasons for considering the ‘‘Bacillus 
Duplex Non-liquefaciens” as distinct from the bacilli of Morax 
and Petit. ‘These reasons are founded on bacteriological methods, 
and results. He analyses 20 cases of corneal ulcer in which 
diplobacilli were found as follow: That of Morax occurred 
in 6, that of Petit in 18, and the bacillus duplex non-liquefaciens 
in one. In the marginal ulcers only the bacillus of Morax 
was present ; the central ulcers showed the bacillus of Petit in all 
but two cases; of the remaining two, the Morax bacillus was 
present in one, and the bacillus duplex non-liquefaciens in the 
other. The marginal ulcers healed quickly and without hvpopyon 
or impairment of the corneal tissue. The central ulcers were 
more severe, were accompanied by hypopyon in all but three 
cases, healed with difficulty, and left a corneal scar behind ‘in 
every case. In the central ulcers where the diplobacillus was 
discovered, an examination of the conjunctival secretion failed to 
reveal the presence of any organism save possibly a few cocci 
or Massué pacilli; but in the marginal type the diplobacillus of 
Morax was generally ae in thé conjunctival sac. 


R. H. ELtcior. 


(5) Theodor Zlocisti.—Scorbutic corneal ulcers. (Skorbutische 
Hornhautgeschwiire.) Klin. Monatsbl. f. Augenheilk, Nov.- 
Dec., 1917. 

(5) . Zlocisti,,who was for a time Director of the German Red 
Cross Hospital at Constantinople, notes the infrequency of intra- 
ocular haemorrhage in cases of scurvy, although haemorrhages 
into the lids and conjunctivae are not rare. The cornea, too, is 
not often attacked by the disease. Fialkowsky, who has had the 
opportunity of studying epidemics for many years, only occasionally 
observed keratitis, either alone or associated with extravasation 
into the bulbar conjunctiva. He describes a parenchymatous 
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keratitis in which the cornea takes on a dirty grey-green colour. 
Here and there may be seen raised areas of infiltration, which are 
nearly white. Resolution takes from six to seven weeks. An 
epidemic among Turkish soldiers in the winter of 1915—1916 
confirmed earlier observations; very few eyes were affected at 
all, conjunctival ecchymoses were rare, and episcleral haemorr- 
hages were never seen. The keratitis described above was not 
observed. Zlocisti, however, describes a condition which he 
connects pathognomonically with scurvy. It is a form of arcus 
senilis. Beginning in the upper segment of the cornea, it then 
appears below, and eventually a circle is formed. The sharp 
outer margin of the normal arcus is absent. The opacity spreads 
from the limbus till eventually the cornea appears to be smaller. 


In 150 examples of scurvy only two corneae showed ulceration of - 


any pathognomonic interest. The points of the cases were: 

1. The sudden onset in sickle-form of an ulcer which deepened 
but did not spread. No premonitory. symptoms, objective or 
subjective. No surrounding inflammation. Neither xerosis bacilli 
nor pneumococci were present. 

2. The ulcer caused no subjective symptoms: no photophobia 
lacrimation, itching or blepharospasm. No ciliary injection, 
or conjunctival injection, no involvement of the iris, and no 
tendency to pannus formation. The ulcer spread to the limbus, 
but not centripetally. 

3. There was not the slightest tendency to healing until anti- 
scorbutic treatment was adopted. 

4. Healing was accompanied by cicatrization. 

The ulcers. were confined to one quadrant, and did not spread 
superficially. 

The author states that scorbutic tissues form poar nutrient 


media for pathogenic organisms. 
Finally, he describes a case of rapid and complete keratomalacia 


in a scorbutic soldier of 29. 
T. HARRISON BUTLER. 


(6) Stark, H. H. (Texas). —Congenital tumour of the cornea of 
doubtful classification, (with 4 illustrations), Amer. Jl. of 
Ophthal., January, 1919. ; 

(6) Stark reports a case of corneal tumour which seems to fall 
into the category of dermoid growth, but presents some unusual 
features. The patient was a girl of 16 years of age, an orphan; 
no family history could be obtained; the tumour was apparently 
congenital and protruded as a small cone between the 
lids; it had a circular base surrounded by a complete ring of 
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clear corneal tissue, through which the iris could be seen, and 
the fundus could be illuminated. The base measured about 
8 mm. across, and the height of the cone was about 5 mm. The 
. colour was faint pink, slightly darker at the apex of the’cone owing 
to inflammatory changes. A few vessels could be seen passing 
towards the base from the limbus, but otherwise the tumour 
seemed to have no connection with the limbus. Excision was 
performed under general anaesthesia, and the tumour was peeled 
off from the cornea, by means of a cataract knife—traction being 
exerted by forceps at the same time. A small bleeding point in 
the centre of the denuded cornea continued to bleed for some 
time after removal of the tumour. No scar tissue could be detected 
at any part of the cornea. Regeneration of the corneal epithelium 
took place rather slowly owing to the large area to be covered. 
Only an indistinct view of the fundus was obtained at the end 
of the’ healing process, the new epithelium showing a_ thick 
mottling of scar tissue. The eye remained practically blind, 
largely owing to the condition of congenital amblyopia. 

Sections of the tumour tissue were sent to several pathologists 
for diagnosis. The reports were given variously as ‘‘dermoid’’ 
and ‘‘fibroma.’’. One authority looked upon it as a connective 
tissue tumour covered by epithelium, the result of scar formation 
following intra-uterine inflammation of the cornea, or possibly 
the result of adhesion between amnion and cornea. 

Against the diagnosis of fibroma was laid the presence of much 
adipose tissue in the tumour, and the fact that no evidence of pre- 
existing scar formation could he produced. On the other hand, 
the absence of hair-follicles, and sebaceous glands, along with the 
fact that the tumour grew entirely limbus-free, tended to rule out 
the classification of dermoid—although in all other respects the 
.structure was in conformity with the recognized descriptions of 
such tumours. 

Stark accepts the diagnosis of dermoid, and after a review of 
the existing literature on the subject of corneal tumours, sums 
up as follows :— 

(1) Corneal tumours occur less frequently than the literature 
would indicate. 

(2) In order to be classified as a corneal tumour the growth 
must have no connection with the limbus at any place. 


(3) ‘That dermoid may be used as a term to classify congenital 
tumours even those of simple histological structure containing no 
dermal tissue, hairs, or sweat glands. 


J. Hamitton McILroy 
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(7) Monbrun, A. (Paris).—Neuro-paralytic keratitis in influenza. 
(La kératite neuro-paralytique grippale). Arch. d’Ophtali., 
July-August, 1919. 


(7) During the influenza epidemic of 1918-1919 Monbrun had - 


opportunities of seeing 24 cases of keratitis or kerato-conjunctivitis, 
in all of which there was complete anaesthesia of the cornea or 
of ‘the conjunctiva and cornea. This condition he attributed to 
involvement of the trigeminal nerve near the Gasserian ganglion 
in meningeal inflammation. At a later date he had under his own 
care five soldiers of the French army in Italy, and on his return 
to Paris eleven more patients, all suffering from neuro-paralytic 
keratitis following influenza. He gives brief clinical notes of 
these 16 cases, and expresses the opinion that this form of nerve 
lesion is a fairly common complicatio. of influenza and should be 
looked for in every case about: the time of subsidence of fever. 
if any loss of sensibility of the cornea is present protective measures 
should be instituted. In all his patients other causes of paralysis 
of the trigeminal were excluded, save in one instance in which the 


Wassermann reaction was positive. 
J. B. LawForp. 


(8) Vergne, Jules, (Dijon).—On the employment of the Galvano- 
Cautery in the extraction of deep corneal foreign bodies. 
(De Yemploi du galvanocautére dans l’extraction des 
corps étrangers profonds de la cornée). Annal. d’Ocul., 
Vol. CLVIII, March, 1921. 

(8) Vergne, having four cases where foreign bodies were 
deeply placed in the cornea, in one case with the posterior end in 
the anterior chamber, and in which the more usual procedures 
failed him, used the galvano-cautery with satisfaciory results. 


A very fine point at dull red heat was used for the purpose of. 


confining its action to the immediate neighbourhood of the foreign 
body, the corneal tissue being thus removed so that one could 
seize the foreign body with a fine pair of forceps without teeth. 
The cases did well in five or six days and the author was not dis- 
pleased with the resulting scarring when compared with what 
would have resulted from more ordinary measures. He suggests 
that this proceeding may have a limited sphere of usefulness in 
special cases of this sort. 
W. C. Souter. 


(9) Jocqs and Reinflet.—Primary circular marginal ulceration of 
the cornea. (Ulcération marginale circulaire primitive de la 
cornée.) La Clin. Ophtal., April, 1921. 

(9) The very peculiar form of marginal progressive ulcer which 

Jocqs and Reinflet here describe hardly seems to fail into any 
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known category exactly. It started as a shallow linear ulcer 1 mm, 
wide and 6 mm. long, concentric with the limbus up and in, and 
having the appearance as if made with a graving tool (burin), and, 
in spite of treatment by the application of tincture of iodine and 
the use of zinc sulphate collyrium, extended gradually round the 
cornea until it reached three-fifths of the circumference, keeping 
all the time the same width of 1 mm. barely; and at a few milli- 
metres from the limbus. At this point electrargol was substituted 
for the zinc sulphate and the ulcer immediately began to mend. 
All this time it had given almost no inconvenience and the patient 
continued at his work as a publisher. One does not quite gather 
whether the ulcer completely healed at this time, but, at any rate. 
a month or two later the patient returned with the original ulcer 
cicatrized and faceted, and a new small outbreak in the part of 
the corneal circumference not hitherto affected. This was treated 
by touching with iodine, electrargol collyrium, and occasional 
dionin. It showed no tendency to extend and healed up. The 
authors conclude that this type of ulceration most nearly coincides 
with Zur Nedden’s primary marginal ulceration but is not quite 
the same. They consider that its cause is trophic rather than 
microbic, due tov some alteration in the corneal nerve plexus. With 
regard to treatment, the electrargol seemed to be the most active 
agent in the cure, but the authors speculate as to whether the ulcer 
would not have healed spontaneously when it had completed the 
circle of the cornea. 


ERNEST THOMSON. 


(10) Fleischer, Prof. Dr. Bruno (Erlangen).—On the haemo- 
siderosis ring in the corneal epithelium in keratoconus and 
on the pigment ring in Descemet’s membrane in pseudo- 
sclerosis and Wilson’s disease. (Ueber den Hamosiderinring 
im Hornhautepithel bei Keratokonus und uber den Pigmen- 
tring in der Pseudosklerose und Wilsonscher Krankheit. 
Klin. Monatsbl. f Augenheilk., January-February, 1922. 


(10) The. presence of a pigmented ring due to iron blood 
pigment in cases of keratoconus was first described by Fleischer 
in 1906. He has since then contributed several more articles on 
the subject. The present short paper is mainly a comment on 
some recent work by Clausen (Heidelberg Congress, 1920) and 
Stahli (Klin. Monatsbl. f. Augenheilk., Oct., 1921). Stahli in 
his paper spoke of a similarity between the keratoconus ring and 
that observed in certain cases of pseudosclerosis. Fleischer is 
confident that the two conditions have nothing in common. In the 
first place the keratoconus ring consists of a deposit of iron blood 
pigment and is confined to the epithelium while the ring in 


EO AE EONS OE OS IONE. 
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pseudosclerosis is a deposit of pigment in Descemet’s membrane. 
Clausen and Stahli also failed to find the keratoconus ring in the 
majority of their cases. This, in Fleischer’s opinion is due to 
faulty technique. If carefully looked for with suitable focal 
illumination at the right place, i.e. the base of the cone, it should 
be found in almost every case. He agrees with Stahli in pointing 
out that the ring may be broken at several places. His _ first 
observations showed that the ring was due to a stain entirely 
confined to the epithelium and this was confirmed by Prof. Uhthoff 
who, at Fleischer’s suggestion, made use of Perls’ reaction on 
sections taken from the case described by him (Klin. Monatsbl. f 
Augenheilk., 1916, p. 385). Until recently Fleischer knew of no 
further anatomical investigations, but adds a postscript to this 
paper to say that he has just come across an account by Griininger 
(Zeitschr.f. Augenheilk. Vol. XLVI, p. 317) of pigment epithelial 
lines in the cornea which contains in addition to considerable 
clinical material an anatomical investigation. Griininger was 
unable to find any pigment in the macroscopically visible line, 
but found breaks in Bowman’s membrane, and under the defect a 
collection of elongated cells and some dark particles the size of a 
nucleus. 

Fleischer considers that the presence of the pigment ring points 
to the inflammatory nature of keratoconus and suggests that the 
blood pigment may pass along the nerve tracts as there is no 
evidence of any vessels having been present. 

The ring found in pseudosclerosis he considers to be of great 
diagnostic value. It appears as a brownish green ring at the 
corneal periphery and consists of a deposit of fine pigment particles 
in Descemet’s membrane and is associated with similar pigment 
deposits in other parts of the body. In the author’s case the 
disease was associated with a special form of liver cirrhosis and 
changes in the corpus striatum similar to those described by 
Wilson were also found. Wilson (Brain., 1912, p. 295) gave the 
condition the name of hepato-lenticular degeneration and Hall 
has published a monograph on the subject in French. The 
pigment in these cases is like that of argyrosis soluble in ammonium 
sulphate and cyanide of potash and is probably some derivative 
of haemoglobin. 

A point of some interest for the physiology of the lamina vitrea 
of the choroid is the observation made by Striimpell and the author 
of the occurrence of night blindness. This he points out may be 
connected with the deposit of pigment which has been specially 
noted in that part of the eye. 

A useful bibliography accompanies the paper. 


E.E.H. 
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(11) Williams, Dr. C. B. (Mineral Wells, Texas) —Corneal ulcer 
cured by tonsillectomy, report of case. Jl. of the Amer. Med. 
Assoc., March 31, 1923. 


(11) Williams’ patient had suffered from a shallow ulcer of 
the cornea following the removal of a foreign body a month 
previously. This refused to heal in spite of adequate treatment. 
Williams was unable to find any septic source of infection till a 
month later. He was then forcibly squeezing the left tonsil which 
appeared normal on the surface when, to his surprise, a deep — 
abscess ruptured and exuded a dozen: drops of thick creamy pus. 
On the following morning both tonsils were enucleated, and the 
left showed a concealed cavity about 7 mm. in diameter lined with 
a complete sac which came away entire. Ten days later the ulcer 
had completely healed. 


: E.E.H. 


(12) Koby, F. (Bale).—On marginal degeneration of the corneae. 
(Sur la dégenerescence marginale des heist Rev. 
Gén., dOpht., June, 1923. 


(12) In this article Koby describes a case of localized ectasia 
in the region of the arcus senilis which he considers comes into the 
category named by van Duyse ‘‘marginal degeneration of the 
corneae.’’ The article is not suitable for abstract since it is difficult 
- to pick out the essential points which are to distinguish the 
condition described from other more or Jess similar corneal diseases. 
The author says the condition is very rare and in the literature 
he has only found 39 cases. It is noteworthy that in the list there 
is not a single British author. 


ERNEST THOMSON. 


(13) Collomb, A. (Geneva).—A rare case of superficial keratitis, 
(migratory superficial keratitis). [Un cas rare de kératite 
superficielle (kératite superficielle migratice)) Rev. Gén. 
@’Opht., July, 1923. ; 

(13) Collomb is probably correct when he styles this case 
“‘very rare.”” He has seen nothing like it in 200,000 patients. 
Only a quotation can do justice to the case. 

‘* A vigorous man in good health who had never had eye 
trouble before and who denies any traumatism. The right eye is 
a little watery and photophobic. The bulbar conjunctiva is 
slightly injected and the eyeball a little pink. On the cornea there 
is a long line of infiltration, grey, thin, tenuous and regular, about 
3 millimetres broad”’ (there is a schema in the text showing what 
happened to this line in the course of time. From this schema 
the line originally extended in a slight curve from the supero- 
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internal part of the cornea to the infero-external part). ‘‘At first 
sight 1 took this to be a long mucous filament of conjunctival 
secretion and attempted to sweep it away with the eyelid. The 
filament remained ; it was really a cornea) lesion. On magnifica- 
tion it was not a linear ulceration such as a trauma would produce. 
It was a prominent line, the epithelium slightly raised with two 
little enlargements of less than a millimetre; the latter a trifle 
ulcerated, with the epithelium partly desquamated. My first 
idea was that it was a parasitic furrow. I scraped it a little and 
examined the scrapings but found nothing, and cultures only 
gave a few colonies of saprophytes, xerosis bacillus and staphy- 
lococcus albus. The furrow was touched with strong sulphate of 
zinc.’’ Twenty days later the patient returned and to the astonish- 
ment of Collomb the line had become displaced. It had pivoted 
around its. supero-internal end so that the infero-external end and 
the whole’ line were raised in position relative to the vertical 
height of the cornea. Whereas at first it had passed round and 
below the pupil, it now passed across the lower and inner pupillary 
field. Another scraping was taken, but only showed what appeared 
to be some vegetable spores and one or two multinuclear cells. 
This slide was accidentally lost. 

To shorten the description of what happened, the line in the 
course of two months continued to sweep round the cornea, always 
pivoting on its upper inner end, until eventually the two ends 
came close together (the line apparently becoming progressively 
shorter and more delicate and less prominent), and enclosed a 
slightly hazy region of cornea in what now had become a super- 
ficies, such as would be enclosed between the sides of a bent pin. 
The conjunctival irritation had almost disappeared and the patient 
considered himself cured. Two months later there was absolutely 
nothing to be seen. The author explains that this was not a case 
of a parasite, was not a fascicular ulcer, and was not Mooren's 
ulcer. He appears entirely unable to place it in any known 
category and seeks the experiences of others. 


ERNEST THOMSON. 
(14) Axenfeld, Th.—Keratitis punctata in leprosy, and isolated 


haematogenous bacillary metastases in the avascular corriea. 
(Ueber Keratitis punctata leprosa und iiber hamatogene 
isolierte Bazillenmetastase innerhalb der gefiisslosen Kornea.) 
Klin. Monatsbl. f Augenheilk., Feb.-March, 1915. 

(14) The keratitis punctata of leprosy is a superficial form, 
seen as minute grey subepithelial spots, brought out best by focal 
illumination. It occurs chiefly in the tubercular form of leprosy. 

Axenfeld, of Freiburg, describes and figures the microscopic 
appearances presented by such a case. The corneal spots were 
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found to be caused by small collections of lepra bacilli lying just 
beneath Bowman’s membrane. The point of interest is that these 


nests of bacilli are in the non-vascular cornea, have no connection 
with the vessels of the limbus, and are not the result of local 
implantation. Since the bacilli are non-motile they must have 
arrived by metastasis. Axenfeld believes that they must have been 
brought by the blood as far as the limbus, whence they would 
reach their positions in the cornea either by diffusion (some_ dying 
off so that no evidence of their course remains) or through the 
agency of wandering phagocytic cells which have themselves died, 
thus despositing the bacilli and leaving them free to multiply. 


A. J. BALLANTYNE. 








BOOK NOTICES 


Transactions of the Ophthalmological Society ofthe United 
Kingdom. Vol. XLIII. 721 pages with 18 plates and 105 
text illustrations. 1923. 

This volume of the Transactions is on a much more magnificent 
scale than the recent volumes (Vol. XLII had only 409 pages, 
10 plates and 11 text illustrations). The memorable Bowman 
lecture, already noticed in our pages (Vol. VII, p. 332) is responsible 
for a considerable amount of the increase in size and in number of 
plates. We have also published an account of some of the 
discussions and papers (Vol. VII, p. 275), and hope to give abstracts 


of some of the more important papers at a later date. 
We note with pleasure that the financial position of the Society 


is sound. The treasurer, however, inserts a slip to remind members 
that contributions to the illustration fund will be welcome. 


Ophthalmological Society of Egypt. Bulletin of 1923. Cairo, 
1923. 


This volume of the Transactions of the Egyptian Ophthalmo- 
logical Society for 1923 contains numerous excellent papers and 


coloured plates and reflects great credit on the editor and con- 
tributors. It marks a considerable advance on its predecessors. 
The introductory address on membranous conjunctivitis by 
MacCallan and Rasheed Bey has been considered worthy of additional 
publication in the Transactions of the Ophthalmological Society of 
the United Kingdom. We hope later to give some account of the 


other papers. 
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Diseases of the Choroid, Retina, etc., being Notes of Cases taken 
at the Government Ophthalmic Hospital, Madras, during 
1919-1922. Madras: Printed by the Superintendent, Govern- 
ment Press. 1923. 


Wright’s analyses of 434 ophthalmic cases treated in great detail 
with notes on the past history, the general medical history, the 
blood examination, the X-ray examination, the visual fields, etc., is 
a valuable piece of very hard work, and speaks volumes for the 
organization of the hospital under his control. It is a continuation 
of the work begun by his predecessor, Kirkpatrick, and is the first 
effort to analyse, on any large scale, the ophthalmoscopic findings of a 
tropical country. It is, however, unfortunate that this valuable 
mass of statistics should be published without any word of comment 
or explanation, and it is to be hoped that in future issues a supple- 
mentary commentary will invariably be issued, as otherwise this 
large mass of material is practically wasted so far as the profession 
at large is concerned. 


The Medical Year Book, 1924. C. RK. Hewitt. London: 
Wm. Heinemann (Medical Books), Ltd. Price, 12s. 6d. © 


Books of reference dealing only with the medical profession are 
of comparatively recent development. The first issue of the Medical 
Register dates from 1859 and is now a scarce and valuable work ; 
the Medical Directory made its appearance in 1845 in two volumes ; 
the lists of the Royal College of Surgeons exist at Lincoln’s Inn 
Fields from 1777, and the lists of the Society of Apothecaries date 
from 1815. In the eighteenth century there were issued three little 
volumes which are now of extreme rarity, the Medical Registers for 
1779, 1780 and 1783 ; the Royal College of Surgeons and the Royal 
Society of Medicine have these volumes in their libraries, but the 
library of the Medical Society only has the volume for 1783, and 
the library of the British Museum is without any of them. 

Hewitt’s unofficial handbook to the profession fills a distinct gap 
in this sort of literature. In a general sense, it forms a classified 
list of consultants in England and Scotland ; only the names of bona 
fide practitioners find a place in it. London consultants are given 
a section to themselves, eye specialists occupy about a couple of pages, 
while the Scottish physiologists fill half a page. Besides these 
classified lists, the work contains a great deal of miscellaneous 
information, the Hippocratic Oath, details concerning the Ministry 
of Health and three short articles on medical subjects; its compila- 
tion must have entailed an enormous labour on the part of the 
editor, and he is to be congratulated on the accuracy of the facts. 
Now that the Medical Directory no longer supplies an annual 
obituary of the profession, that contained in this book will be found 
most useful. 

In every way the work is worthy of the house of Heinemann. 
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Use of Spectacles, with comments onthesame. The Book of Lic 
Benito Daza de Valdés. Uso de los Antojos, y comentarios 
a propdsito del mismo. El] Libro del Lic Benito Daza de 
Valdés. By MANUEL MARQUEZ. Biblioteca Clasica de la 
Medicina Espanola. Madrid: Tomo Cuarto. Imp. de Cosano. 
1923. Price, 10 pesetas. 


Reprints of classical books are always interesting and Marquez 
is to be congratulated on his issue of this werk, which must, we 
think, be very little known, even in his own country; it is true 
that a reprint of a French translation now in the Bibliothéque 
‘ Nationale de Paris was issued some years ago by Albertotti in 
Italian, but we note that Marquez can only find evidence of 
seventeen copies of the work in the world, one of which, it is 
interesting to note, is in the library of the British Museum.* 

Most men have a hobby, but we should hardly have expected 
an official of the Inquisition in Spain, not a medical man, to have 
written a work early in the 17th century on the properties of 
convex and concave glasses. Daza de Valdés was born in 1591, 
and was, as said, a notary of the Holy Office; his book was 
published in Seville in 1623. The title page is reproduced with 
a very interesting picture at the bottom of the page of a con- 
temporary pair of eyeglasses, in one side being shown the sun in 
splendour and in the other the moon; with eyes at the four corners 
and diagrams at each side showing the passage of rays of light 
through convex and concave glass. We get the approval of the 
Inquisition in a letter signed by Fray Domingo de Molina of the 
order of the Predicadores; Juan Cedillo Diaz, Mathematician and 
Cosmographer General of the Council of the Indies, sheds the 
light of his benediction on the book and then follow the con 
privilegio, tassa, errata, lector, and a poetical romance of the 
apparition of Our Lady de la Fuensanta in the city of Cordova. 

The book is divided into three parts, the first on the nature and 
properties of the eyes, the second on the remedies for the sight 
by means of spectacles, and the third consists of dialogues, and is 
really a clinical treatise on the types of cases most frequently met 
with. 

Marquez’s foreword occupies sixty-two pages and forms a 
scholarly résumé of the history of optics from the earliest times, | 
from Plato and Pythagoras through Aristotle, Euclid, Seneca, 
Ptolomy, Galen and Alhazan to Roger Bacon, and of the invention 
of spectacles from Salvino Armati, ‘‘Dio gli perdoni la peccata’”’ 
to Thomas Young, spelt Joung, and Donders. 


* The Keeper of the Department of Printed Books, British Museum, kindly 
informs me that there is a copy of this work in the Library. I do not find that 
the Royal Society of Medicine or the Medical Society’s Library possesses a copy, 
and it is not included in the Surgeon-General’s Catalogue. 
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Some excellent reproductions of old masters in which spectacles 
figure are also included, such as Giordano, the painter (1632-1705) ; 
‘“*The Cardinal Inquisitor’’ by El Greco (1548-1614), a ‘‘more stern 
looking mortal than old Torquemada,”’ who seems from his picture 
to have adopted the method of keeping his glasses constantly 
in position by means of a thong or bootlace round the ears, a 
practice still to be met with among the out-patients in cases of 
emergency; van Hemessen’s ‘‘Surgical Operation’’ (1504-1575), 
where the operator is wearing a pair of glasses half-way down 
his nose ; a lovely Murillo (1656) ; Pareja (1606-1670), ‘“The Calling 
of St. Mathew’’; ‘‘Arias’’ (cir., 1684), ‘‘Caesar’s Penny’’; and a 
picture dated 1445-1491, ‘‘The Transit of the Virgin,’’ where a 
kneeling figure is using a pair of eyeglasses as a hand magnifying 
glass. These pictures are very well reproduced, and_.there is also 
a rather.crude portrait of the author. We are grateful to Marquez, ° 
not only for his learned commentary, but also for bringing this 
very rare and curious work to the notice of his brother ophthal- 
mologists throughout the world. 


R.R,J. 








CORRESPONDENCE 


DISLOCATION OF THE LENS 


To the Editor of THE BRITISH JOURNAL OF OPHTHALMOLOGY 


S1R,—The articles on “ Dislocation of the Lens” appearing in 
this month’s Journal open up a subject in which I am deeply 
interested. 

I was taught that the dislocation was a grave danger as it so 
frequently led to glaucoma. I inferred that the cause of the 
glaucoma was the mechanical obstruction caused by the lens. 
Whilst. this may be so when the lens is in the anterior chamber, I 
no longer accept it as the cause when the lens is displaced either 
partially or completely backwards. On the contrary I believe that 
the cause of the glaucoma is the vitreous in the anterior chamber. 
I have seen a case of subluxation in which paracentesis drew off no 
aqueous but allowed a bead of vitreous to appear when the puncture 
was made to the outer side, when, however, the puncture was made 
up and in, aqueous came immediately with reduction of tension, 
and this without the patient leaving the table. Further, I believe 
that traumatism will produce a fluid vitreous, e.g., a patient 

















SIR JOHN TWEEDY 





(1849—1924) 











Osituary NOTICES 139 


who had been struck on the eye with a large piece of iron, but 
without dislocation of the lens developed glaucoma. No iritis was 
present. Paracentesis allowed fluid vitreous to escape, as shown by 
the fact that the anterior chamber remained the same throughout. 
These observations have led me to the conclusion that in the 
treatment of subluxation of the lens, some other method than 
extraction of the lens must be sought. 
Yours faithfully, 
W. A. ANDERSON. 


24, COLLEGE GARDENS, 
BELFAST, 
7th January, 1924, 








OBITUARY NOTICES 


SIR JOHN TWEEDY 


OPHTHALMOLOGISTS will have seen with great regret the 
announcement in the press of the death of SIR JOHN TWEEDY, 
who was the first surgeon practising purely as an ophthalmologist 
to obtain the highest of professional honours, the Presidency of 
the Royal College of Surgeons of England. This is not to say 
that no one interested in ophthalmology had preceded him in the 
Presidential chair, for Lawrence, Guthrie, Hancock, Hulke and 
Sir Jonathan Hutchinson were more than well known in their 
day as ophthalmologists, but they were all, even Hutchinson, 
general surgeons as well, and the fact remains that Tweedy was 
the first Ophthalmic Surgeon to hold this office. Tweedy was born 
at Stockton-on-Tees in 1849, the son of John Tweedy of that town 
and of Northallerton. He was educated at Elmfield College, . 
York, and at University College, London, proceeding naturally 
from the College to University College Hospital for the professional 
part of his education. He obtained his qualification in 1872 and 
four years later took the F.R.C.S. A paper of his, published in 
the Lancet as early as 1871 on “‘stellation of the normal and 
cataractous lens” showed the ophthalmological bent of his mind. 
He kept in touch with his general hospital by holding for a time 
the post of Assistant Dermatologist, but he, very early in his 
career, began work at the Royal London Ophthalmic Hospital, 
in the service of which institution many of the best years of his 
life were spent; he was appointed Assistant Surgeon to the 
Hospital in 1879. At about the same time he obtained the 
appointment of Ophthalmic Surgeon to the Great Northern 
Hospital, and in 1881, that of Assistant Ophthalmic Surgeon to 
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University College Hospital, his senior colleague being the late 
John Fremlyn Streatfeild, whose death at a comparatively early 
age was a severe blow to the science of ophthalmology. After five 
years on the junior staff, he succeeded to the senior post and 
became Professor of Ophthalmology; these posts he held until 
1904 and he was Surgeon to the Royal London Ophthalmic 
Hospital during the greater part of this time as well. Tweedy 
obtained his first seat on the Council of the Royal College of 
‘Surgeons in 1892 and he was President from 1903 to 1906, receiving 
the honour of Knighthood in the year of his retirement; other 
honours were accorded to him, such as the LL.D. of Edinburgh 
University, and the F.R.C.S. (Hon.) of Edinburgh; he was a 
trustee of the Hunterian collection and a member of the Medical 
Consultative Board of the Navy. While President of the Royal 
College of Surgeons, he was also President of the Ophthalmological 
Society. of the United Kingdom, a society of which he was an original 
member, of whom only seventeen now survive. He was President 
of the Medico-Legal Society, the Medical Defence Union and of 
the Royal Medical Benevolent Fund, while he was a member of 
King Edward’s Hospital Fund for London for many years, serving 
on the Distribution Committee. His powers of organization led 
him to be in great request for such offices and it is not too much 
to say that he was always ready to put his powers at the service of 
his fellow practitioners ; few men have done so much unostentatious 
work for their fellows as Sir John Tweedy. 

As a writer on professional subjects Tweedy did much useful 
work; he wrote no textbook, but he edited for many years the 
“Mirror of Hospital Practice” of the Lancet and wrote “‘ Leaders” 

‘for that Journal; he did not write much on his special subject, 
for, as pointed out in the obituary of him in the Lancet, both 
Brudenell Carter and Henry Power were his seniors in the office 
while in the Centenary number of that journal it was stated that 
he had been offered the editorship at one time, but preferred to 
remain in practice. The writer remembers at a “ Moorfields” 
old students’ dinner many years ago a speaker said, in proposing his 
health, what a pity it was that Tweedy had not written more; 
doubtless he was referring to the purely ophthalmic side of his 
writings, and Tweedy, in his reply, stated his opinion that he had 
written a very great deal. 

He was Master of the Company of Barbers in 1908, when the 
Company celebrated its sexcentenary, and when the Company 

‘instituted the Thomas Vicary lecture at the Royal College of 
Surgeons, it was but fitting that he should have been chosen to 

deliver the first lecture. 

He was a good Latin scholar and had a sound knowledge of 

Greek, and was much interested in the history of medicine and the 
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ancient classical writers. His health was not robust, for he laboured 
under a difficulty of respiration all his life. 

He conducted for many years a large practice in private; his 
clinical methods were remarkable for a thoroughness in what might be 
termed minutiae; he paid much attention to errors of refraction at 
a time when small errors where not held to be of such outstanding 
importance as they are to-day; as a clinician, he was a past master, 
and his opinion was much in demand in consultation amongst his 
brothers in the ophthalmic fraternity. 

On his retirement from University College Hospital he was 
elected Emeritus Professor of Ophthalmology. 

Tweedy married in 1885 the daughter of Richard Hilhouse, of 
Finsbury Place, and had threé children, two sons and a daughter. 
To Lady Tweedy and her foniy we wish to express our sincere 
sympathy. 


ARTHUR CHARLES ROPER 


ARTHUR CHARLES ROPER, whose death took place at his residence 
at Exeter on January 11, came of an old West Country stock. 
His father, Mr. C. H. Roper, was a leading surgeon in Exeter, and 
served the office of Sheriff of the City, while his grandfather, 
Mr. W. Kennaway, was Mayor of Exeter in 1830 and 1836. Roper 
was born in 1858, and was educated at the Old Mount Radford 
School and St. Bartholomew’s Hospital ; he qualified M.R.C.S.Eng. 
in 1880, and took the L.R.C.P.Edin. and L.M. in 1881, proceeding in 
1890 to the F.R.C.S.Edin. For more than 40 years he had practised 
in his native city, and he occupied a leading place, not only in the 
city, but also in the County of Devon. Roper was connected with the 
Royal Devon and Exeter Hospital for 25 years and on retirement 
was elected Consulting Surgeon. A few years ago, he took a 
leading part in organizing an appeal by which more than £6,000 
was subscribed for the building of new wards for children, and one 
of the new wards was named after him. His connexion with the 
West of England Eye Infirmary began in 1881 and as an ophthal- 
mic surgeon, he was one of the best known men in the West of 
England. His other appointments included those of Consulting 
Surgeon to the Exeter Dispensary, the Exeter Hospital, Exeter 
Lying-in Charity and the Sidmouth Cottage Hospital, and he was 
Oculist to the Western Counties Institute for Mental Defectives 
and to the West of England Blind Institute. He was President 
of the South-West of England Ophthalmological Society in 1923. 

Roper was elected Mayor of Exeter in 1920 and became J.P. in 
1922. He took an active part in the proceedings of the British 
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Medica] Association in Exeter, and at the time of his death he was 
Chairman of the Devon Local Medical Committee and a member 
of the Devon Panel Committee. In THE BRITISH JOURNAL OF 
OPHTHALMOLOGY for 1917 he wrote on prolapse of the iris in 
simple extraction of cataract, with an analysis of 300 cases of 
extraction; in the Lancet for 1922 he published a report on the 
results in 489 cases of extraction, while he contributed to the same 
Journa) in 1888 a paper on the importance of the early treatment of 


squint. 
ia addition to his professional interests, he was a good athlete. 
He was for some years Captain of the Exeter Cricket Club, and a 
keen golfer and croquet player. Apart from out-door amusements 
his chief hobby was music; for many years he wasa member of 
the cathedral voluntary choir, of which he was, at the time of his 
death; joint honorary secretary; in younger days, he was much 
in demand at local concerts on account of his fine voice, and he 
took a prominent part in the foundation of the Exeter Dramatic 
Society. Mr. Roper is survived by a widow and four children, one 
of his sons being Physician to the Royal Devon and Exeter 
Hospital; much sympathy will be felt for them in their loss. 








NOTES 


WE greatly regret to record the death of 
Deaths Mr. T. BRITTIN ARCHER, Consulting Sur- 
. geon, and ex-Chairman of the Committee of 
Management of the Central London Ophthalmic Hospital. We 
hope to publish an obituary notice in our next number. 


Ophthalmology in Brazil has suffered a severe loss in the death of 
PROFESSOR HILARIO DE GouvEa which occurred on October 
25, 1923. He had reached the great age of 89, having taken his 
degree as far back as 1866 witha thesison glaucoma. He waschosen 
to occupy the Chair of Ophthalmology in the faculty of Medicine in 
Rio de Janeiro when this post was first created, but for political 
reasons, he had to leave Brazil and live abroad for some years and 
it was not until 1899 that he was able to return. He contributed 
numerous articles to ‘“ Brazil Medico,” and among his more 
important works may be mentioned the following: “ Glaucoma,” 
“‘Hemeralopia and Xerophthalmia through Defects of Nutrition,” 
“Quinine Amaurosis,” “‘ Ocular Manifestations of Epilepsy ” and 
““Medical Ethics in Brazil.” He represented Brazil at many 
International Medical Congresses, at London, in 1881; at Berlin, 
in 1888 ; at Rome, in 1894, and at Paris in 1900. 
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PROFESSOR H. J. HAMBURGER died at Groningen on 
January 5. The deceased had been professor of physiology in the 
University of Groningen since 1901. Born in 1859, he was 
educated at Alkmaar and Utrecht University and began work as 
assistant to Donders in the physiological laboratory of Utrecht 
University, and from 1888-1901 he occupied a Chair in the Utrecht 
Royal Veterinary School. He was a great biochemist and was the 
author of an important work on osmotic phenomena. Hamburger 
presided over the ninth International Physiological Congress at 
Gréningen in 1913 and was appointed in 1922 the first Charles 
E. Dolme Lecturer at Johns Hopkins University, Baltimore, and 
Herter Lecturer, New York. He was present at the meeting of the 
British Association at Dundee in 1912 and received the hon. LL.D. 
of St. Andrews and of Aberdeen. 

* * * * * 
JOHN WHARTON, M.D.Cantab., has been 
Appointments appointed Hon. Ophthalmic Surgeon to the 
Manchester Royal Infirmary. 

Mr. ARTHUR D. GRIFFITH and Mr. F. A. WILLIAMSON-NOBLE 
have been appointed Ophthalmic Surgeon and Assistant Ophthalmic 
Surgeon to the Westminster Hospital respectively. 


* * * * * 


Ophthalmological THE Annual Congress of the Ophthalmo- 
Society logical Society of the United Kingdom will be 

Annual Congress held at Glasgow on May 1, 2 and 3, 1924. 
The subject for discussion is ‘‘ The Physiology and Pathology of 


the Pupil Reactions,’ to be opened by Sir John Herbert 
Parsons, F.R.S., Dr. Edwin Bramwell and Mr. Affleck Greeves. 


Arrangements as to papers will be announced in due course. 








FUTURE ARRANGEMENTS 


March 14.—Section of. Ophthalmology (Clinical Meeting). 


April 1.—Midland Ophthalmological vneneny at the Birmingham 
and Midland Eye Hospital. 

May 1-3.—Annual Congress, Ophthalmological Society of the 
United Kingdom. vide supra. 

May 6.— Medical Faculty of Paris. Ophthalmological Clinic of the 


Hétel-Dieu. Advanced Course (Cours de Perfectionnement). 
Professor F. de Lapersonne, assisted by Doctors Velter, 


Hautant, Prelat and Cousin, will hold an advanced course, 
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beginning on May 6, with clinical examinations, practical 
operative work, and laboratory manipulations. 

Lessons and practical exercises will be arranged every day. 
A special certificate of the Faculty of Medicine of Paris will 
be issued at the end of the course. 

French and foreign medical men and students who desire to 
attend should apply to the Secretariat of the Faculty of 
Medicine. The fee for the course has been fixed at 150 francs. 

May 12.—Congrés de la Société frangaise d*Ophtalmologie 

(Paris). 


June 3.—Midland Ophthalmological Society, at the Coventry and 
Warwickshire Hospital. 


June 13.—Section of Ophthalmology (Annual Meeting). 


July 2-5.—Oxford Ophthalmological Congress. 

The Doyne Memorial Lecture will be delivered by Dr. T. 
Harrison Butler on ‘‘Focal illumination of the eve, with special 
reference to the clinical use of Gullstrand’s Slit-Lamp.’” A 
Discussion will be held on ‘‘The general principles of the 
treatment of convergent concomitant strabismus ’’ (excluding 
details of operations) to be opened by Dr. E. Landolt of 
Paris and Dr. Ernest Thomson of Stirling. A discussion on 
‘*Medico-legal Ophthalmology”’ will also be held. 


July 22-25.—British Medical Association. Ninety-Second Annual 
Meeting at Bradford. Section of Ophthalmology. Presi- 
dent: A. Maitland Ramsay, M.D.; Vice-Presidents: R. J. 
Coulter, M.B., G. H. Oliver, A. L. Whitehead, M.B.: 
Hon. Secretaries: J. D. McCulloch, M.B., Humphrey 
Neame. 


September 1-6.—Course on the slit-lamp at the Ophthalmic Clinic 
of Zurich. 

In answer to a number of applicants who could not be 
accommodated last year, Professor Vogt will hold a course 
in slit-lamp work, combined with demonstrations of the fundus 
in red-free light, from September 1 to 6, inclusive, 1924. 
The programme will*be the same as that of last year. 
The number of students to be admitted to the course is limited. 

Application should be made to Professor Vogt, Universitats 
Augenklinik, Zurich. 

October 7.—Midland Ophthalmological Society (Annual Meeting) 
at the Birmingham and Midland Eye Hospital. 





